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A subcommittee on terminology was formed to 
communicate with national groups of health educators, administrators, 
and clinicians to (a) identify terms which appear to be misused by 
"others," and (b) attempt to reach a consensus on logical and 
accurate meanings of key terms used in communicating about health 
careers education. Presented are 38 suggested definitions arranged in 
clusters of terms which are mutually dependent upon one another to 
clarify their meanings. Acronyms, initials, and certification and 
registration designations are listed. About one-third of the bulletin 
is devoted to information on recent actions of the American Medical 
Association House of Delegates concerning terminology. (SC) 



ED 089 130 

TITLE 

INSTITOTION 

POB DATE 
NOTE 

EDES PRICE 
DESCEIPTORS 

ABSTRACT 



ERIC 



o 
ui 



4-. 




(For Review and Conmient). 



INFORMMION BULLETIN 

SUBCOIMITTEE ON TERMINOLOGY 
of the 

ADVISORY COMMITTEE ON EDUCATION FOR THE - 
ALLIED HEALTH. PROFESSIONS AND SERVIGES r;.^ 

, ' AND. ITS . '\ 

PANEL OF CONSULTANTS " 

"THE LANGUAGE OP' ALLIED MEDICAL EDUCATION", 



■> in I V{ M ;t» ,.i .-.1 W, 

e t)U< .-. f il^S .-!, ,-.| J » ,\u I 
N A I - ON,-. I . SS t , ( ,j U Of 
I OUC f OS 



January Iv 1974 



Table of Contents 



LETTER OF TRANSMITTAL . 
MEMBERSHIP ROSTERS . . 
INTRODUCTION . . . . . . 

HISTORY OF SUBCO^WITTEE ON TERMINOLOGY . . . 

SUGGESTED DEFINITIONS 

RECENT ACTION OF AMA CONCERNING TERMINOLOGY . 

ACRONYMS AND INITIALS . 

CERTIFICATION AND REGISTRATION DESIGNATIONS . 
X;NOHX • . • « • • • • • • • ♦ '>y • • • • « « ' 



page 

1 . 

' '2 ' " 

4 

4 

6 
12 
?1 
32 
34 



.it ' % ^ 




AMERiCAiN Medical Association 

535 NORTH DEARBORN STREET • CHICAGO, iiUNOlS 60610 • PHONE (312) 751 6000 • TWX 910-221-0300 



DIVISION OF 
MEDICAL EDUCATION 

""C. H.WILLIAM RUHE.M.O. 
Director 

February 1974 

OEP/^TMENT OF ALLIED MEDICAL \ 
PRO FESSIONS AND SERVICES \ 

" (312) 751-6282 
RALPH C. KUHLI. M.P.H. 
Director 



Dear Reader: 

This draft of the Subcommittee on Terminology Information Bulletin 
is to be viewed as a vjorking document, subject to revision and improve- 
ment when readers such as yourself apprise the Subcommittee on 
Terminology of errors or misconceptions in' the present draft. 

Each of you is encouraged to study the accompanying information 
bulletin and to propose more cogent definitions or explanations for 
terms that relate to your field of activity. In addition you are 
invited to share with the Subcommittee information about terminology 
(related to allied health education) which appears particularly vexing 
to you* 

We eagerly await your comments, criticisms and suggestions. 



Sincerely, 



Don Lehmkuhl, Ph.D. 

Secretary, Subcommittee on Terminology 



DL/bw 
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GLOSSARY OF TERMINOLOGY 
FOR THE ALLIED MEDICAL PROFESSIONS AND HEALTH OCCUPATIONS 

An Introduction 

Terminology related to education and 'graotioe in the large number of 
health occupations that have evolved during the last SO years has 
become so varied and complex that cormunication betideen members of 
different health occupations often breaks down^ When a given term 
has different meanings for different people^ communication disintegrates 
and problems multiply. 

We are faced with the serious problem of finding words which convey to 
others the ideas — the concepts — that these terms are intended to 
express. It has become common to find words that have more that one 
''correct^* meaning — correct in the sense that the user may have adopted 
a working definition of the term that causes it to mean what he wishes it 
to mean. 

Most major health organizations and associations of practitioners have 
committees busily engaged in defining terms that have importance to them. 
Unfortunately^ many of these committees are working in isolation and they 
sometimes come up with a definition that does not mesh well with that of 
a similar situation in a different health field* 

It is our fervent hope that the forum provided by the Advisory Cormittee 
and its panel of Consultants can serve to bring some of the inconsistencies 
or misusages of terms in the related health occupations to light and that 
we can help foimulate rational solutions to these problems. 

Urban Eversole^ M.D. 
Chairman 



HISTORY AND BACKGROUND OF SUBCOMMITTEE ON TERMINOLOGY 

The Council on Medical Education's involvement in allied health education 
began in the mid- 1930 's when it entered into formal collaborative relation- 
ships with the American Occupational Therapy Association and the American 
Physical Therapy Association to separately accredit curriculums in 
occupational therapy and physical therapy. In the decades that followed, 
the breadth of the Council's involvement paralleled the growth of allied 
health in the U.S. today, the Council collaborates with twenty-eight 
allied health and medical specialty organizations for the approval of 
educational programs for twenty- four allied health occupations. 

The Council's appreciation of the importance of allied health education 
can be best evidenced through review of the following developments: 

The establishment, in 1967, of the Advisory Committee on Education 
for the Allied Health Professions and Services as one of four standing 
Committees of the Council. This nine-member committee meets four times 
yearly and considers matters concerning allied health on behalf of the 
Council, preparing recommendations for the Council's consideration. 
Current membership on the committee includes practicing physicians, 
O medical educators, deans of allied health and nursing schools, a 

JC junior college president, and a hospital administrator. 
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The appointment, in 1969, of a Panel of Consultants to the Advisory 
Coiranittee. This panel consists of one representative — appointed 
by and responsible tc — each of the organizations collaborating with 
the Advisory Committee and Council, with a mechanism for two-way 
communication with the professional societies which is invaluable 
in considerations concerning policy and procedureSo The Panel meets 
twice yearly with the Advisory Committee. 

The authorization, in 1971, of nine Subcommittees of the Advisory 
Committee to consider subjects of general concern in allied health. 
Subcommittee membership is not restricted to members of the Advisory 
Co-mittee and Panel of Consultants, further expanding the expertise 
of these groups. Members of the subcommittees participate as indi- 
viduals rather than organizational representatives and may select 
their areas of interest o 

One of the first problems faced by the Panel of Consultants to the 
Council on Medical Education's Advisory Committee on Education for 
the Allied Health Professions and Services when they held their 
organizational meeting in May 1968 was difficulty in communicating 
effectively with one another about allied health education and 
accreditation of educational programs. It was obvious that some 
participants were using a particular term to mean something different 
than other participants thought it should mean. Over the years, 
a significant degree of parochialism has developed among the various 
groups of persons educated and trained to provide special types of 
health care services which complement or supplement those services 
provided directly by physicians. Terms which originally meant some- 
thing in a particular field have been adopted to mean something 
different in another fields When members of the differerent groups 
got together, misunderstanding, confusion and ill will sometimes 
resulted which can be attributed to "the other person's misuse of 
terms/* It would be interesting to know how many times an emotional 
reaction was triggered in certain groups of non-physicians when 
they were called "paramedical" personnel by a physician addressing 
them. The physician undoubtedly used the term to pay them a compliment 
but some non-physicians took it as a sign of condescension or denigration. 



As a means of attacking the problem, a subcommittee on terminology was 
formed for the purpose of communicating with appropriate national groups 
of health educators, administrators and clinicians to (a) identify terms 
which appear to be misused by "others" and, (b) attempt to reach a con- 
sensus on logical and accurate meanings of key terms used in communication 
about health careers education. All of us realize that terminology is a 
difficult, complex subject which cannot be resolved by one group; nor, 
can it be resolved at one meeting of representatives from many groups. 
Some groups have developed definitions and a glossary of terms to suit 
their own needb, and when their usage of a term departs significantly 
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from that of most other groups, they too frequently adopt a stance of 
•you do it your way and we will do it ours!'* However, we must progress 
toward general acceptance of terminology that can be applied to all 
health occupations and understood by those outside our own group. 

The subcoJTunittee perceives its role as an ongoing one to solicit points 
of view and disseminiate proposed definitions to interested individuals 
and organizations. By requesting each respondent to provide supporting 
arguments for a particular point of view, it will be possible to become 
aware of valid objections to certain usages and use this information to 
develop a more suitable definition of the term, or, to suggest another 
term that would convey the intended meaning. 

Every attempt is being inade to involve appropriate groups in this process. 
In addition to input from each of the 28 collaborating organizations, 
contact has been established with the American Association of Community 
and Junior Colleges, American Hospital Association, American Society of 
Allied Health Professions, U.S. Department of Defense, U,S. Department 
of Health, Education and Welfare, U.S. Department of Labor, AMA Department 
of Health Manpower, National Commission on Accrediting and the commission 
undertaking the Study of Accreditation of Selected Health Educational 
Programs . 

Tko6z u)ko kdvz iuQgutioYib to o^io/i concQAyiing thz teAmd vokick ^oiZou), 
OK, commew;t6 about tQAm6 that oAz fxtAt^awtcMiy thoubtuomz to tkm 
(Viz A^nvltzd to 6znd thz/Ji domrnwU to tkz SzcJieta/ty o^ thz Sabaormittzz 
on ToAminotogy avtz o^ thz AMA DzpaAtrnznt oi Attizd IhoAtcat PKo£Q^6^on6 
and SoAvlce^, 535 Vojvibofin St/iznt, Chicago , IZZinojU 60610. 



SUGGESTED DEFINITIONS 

The following terms are not arranged in alphabetical order. Instead, 
they are organized into clusters of terms which are mutually dependent 
upon one another to clarify their meanings. In some instances, 
additional explanation has been appended to the definition to clarify 
a point. 

Therapy - a service or art involving the use of remedial agents.. 



Therapist - one who possesses the knowledge and professional skills 
necessary for the treatment of patients or clients. 

OoQicpational titles provide a olue to differences In 
assignment but they do not necessarily reflect 
the amount of education a person must have before being 
permitted to perform the assignment* While most persons 
believe that educational preparation through the baacalau-- 
reate degree is the minimum needed to function in the 
therapist roZe^ some significant exceptions exist at the 
present time (e.g.^ respiratory therapist). Rather than 
adopt an arbitrary distinction between ^^therapist'^ and 
"technician" on the basis of years of formal preparat-ion^ 
it seems preferable to distinguish between them on the 
Q basis of types of functions they perfoim. In addition^ 

ERIC 
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it would be deoirable to subolassify personnel within 
a given ooQupational category^ such as therapist^ on 
the basis of such factors as the degree of knowledge 
and skills required^ degree of responsibility for 
independent action permitted^ the complexity and variety 
of activities expected to be undertaken and the degree 
of responsibility for supervision of others • One 
suggestion is to establish guidelines which describe 
the boundaries of each level of complexity such as has 
keen proposed for classifying employees of eduoational^ 
institutions by the National Center for Higher Education 
Manpower Systems (Western Interstate Comnission for 
Higher Education^ P. 0. Drawer Boulder, Colorado 
80302). Four levels or grades of complexity would 
probably suffice to cover the roles performed^ and 
each level could conceivably be categorized on the 
basis of the education and experience needed to 
prepare an individual to competently function in the role. 
Some educational programs might be designed to prepare 
graduates to perform at the lowest level of complexity 
as a therapist. Others might prepare graduates for 
entry level positions of intermediate or high complexity. 
Through personal growth^ an individval prepared at one 
level might advance to a position of greater respo^i- 
sibility and complexity m 

Technician - a specialist in the technical details of a subject; one 
who has acquired the ability to perform the practical details of a 
complex task or set of tasks. 

Technologist - one who specializes in the application of knowledge 
to practical and/or theoretical problems, including the develop- 
ment of new equipment and techniques. 
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Certification - the process by which a nongovernmental agency or 
association grants recognition to an individual who has met certain 
predetermined qualifications specified by that agency or association. 

Licensure - the process by which an agency of government grants per- 
mission to persons meeting predetermined qimlif ications to engage in 
a given occupation and/or use a particular title; or, grants permission 
to institutions to perform specified functions. 

Registration - the process by which qualified individxials are listed 
on an official roster maintained by a governmental or non-governmental 
agency. 

Historically^ this term has been used synonmously with the current 
definition of '^certification". However, the term certification 
should be used when attesting to a certain level of professional 
competency; registration is more appropriately the process by 
which the certified or licensed individuals are listed on an official 
roster. 
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Health Services - the services available to the public for maintaining^ 
restoring or improving the condition of being sound in body and mind. 

Health is not only the absence of disease; it is also related 
to the Qomponents of education, housing, environmental 
control y transportation, oivil rights and alleviation of 
poverty. 

Medical Services - services provided to the individual for the maintenance 
and restoration of health and the prevention of disease. 

Allied Medical Personnel - individuals who work under the general super- 
vision or direction of a physician in providing medical services to 
members of the public while exercising independent judgment within their 
areas of competence. 

Allied Health Personnel - category of personnel which includes professional 
and supporting v/orkers in the fields of patient care, public health and 
health research who assist in the provision of health service. 



Instruction - includes the activities dealing directly with the teaching 
of students and with improving the quality of teaching. 

Teaching, the major aspect of instruction, may be provided for 
students in a classroom of an educational institution or in 
another location such as in a home or hospital; it may be 
provided by direct student-teacher interaction or through some 
other recognized medium such as television, radio, telephone and 
correspondence. The purpose of instruction is to enhance learning. 
One might consider that the curriculum is what is taught, and 
instruction is how it is taught. 

Course (discrete) - an orderly series of instructional activities dealing 
with a subject, in which learning experiences are structured to accomplish 
the educational objectives established for the course. A structure in which 
each subject-matter area segment is taught as an entity without special 
effort at articulation or correlation with other subject-matter areas or 
segments. 

Courses (correlated) - a structure in which two or more subject-matter 
areas or segments, taught during the same school term to many of the same 
students, are articulated in such a manner that the relationships of the 
Subject-matter areas are made a part of the instruction without destroying 
the identity of the respective subject-matter areas. Any course or section 
with which a given course or section is correlated may be specified. 

Curriculum - a set of courses offered by an educational institution or one 
of its branches. It is associated with planned interaction of students 
with the instructional content, instructional resources and instructional 
process for the attainment of predetermined educational objectives. 
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Program - a structure designed to provide students with the knowledge 
end skills needed to work in a specific job or to improve their com- 
petence in that job. It includes the curriculum as well as the admin- 
istrative support required to implement the sequence of educational 
and ski 11- development experiences identified in the curriculum plan. 

Unit - a single quantity regarded as a whole in calculation; a part 
of any instructional course focusing on a central theme and making use 
of resources from numerous areas and the students' own experience. 

******** 

Skill - the ability to use one's knowledge effectively and readily in 
execution or performance; a learned power of doing a thing competently. 

Affective - relating to, arising from, or influencing feelings or emotions. 

Cognitive - to know, including both awareness and judgment. 

Psychomotor - of or relating to muscular action believed to ensue from 
prior special conscious mental activity; purposeful motor action of 
one or more parts of the body. 

******** 

Module - a unit of learning which deals with' a specific topic or concept 
and may be used in one or more courses. 

Basic Modules - instructional units that foster the development of affec- 
tive, cognitive and psychomotor domains of human behavior which are - 
common to essentially all persons successfully engaging in a particular 
field of activity, e.g., providing health-care services to the public. 

Common Modules - instructional units that foster the development of 
affective, cognitive and psychomotor domains of human behavior which are 
common to persons successfully engaging in two or more special areas 
within a particular field of activity, e.g., physical therapy and 
occupational therapy. 

Special Modules - instructional units that foster the development of 
affective, cognitive and psychomotor domains or human behavior which are 
peculiar to persons successfully engaging in one occupational category. 

******** 

Clinical Education/ Initial Directed Field Work - planned learning 
experiences assigned as an integral part of didactic courses for the 
purpose of initial and basic experiences in directed observation and 
participation in selected practical activities. 
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The student is confronted with individual oases or problems, 
the identification and solution of which inoolve the application 
of principles and theory under the guidance of an experienced 
teacher. In the early phase of clinical education or initial 
directed field work emphasis is on experiential learning as 
opposed to performance. 

Clinical Experience/Field Work - that portion of an educational 
program during which the student is provided opportunities to 
apply academically acquired knowledge in a real work situation 
applicable to his or hex field of preparation. 

Students are scheduled to participate in planned activities 
during specific blocks of time. The emphasis is on gaining 
skill in performing the basic procedures used in the field 
and on dealing with a vari.ety of situations that are likely 
to be encowitered on the job. Supervision must he provided 
by qualified, competent personnel^ students need and expect 
close supervision and guidance duriyig the early phase of this 
activity, but, the supervision should become more remote as 
the student demonstrates an acceptable level of competence 
in handling the responsibilities assigned. 

In general, a sharp distinction cannot be made between "education" 
and ^'experience" in relation to helping students develop competence 
in the practical aspects of their field of preparation. However, 
the word "education" is used to imply that the major focus is on 
gaining knowledge, skill and attitudes thru instruction; whereas, 
the word ^'experience'' is used to 'imply that the major focus is on 
gaining these through direct participation in events. Of course, 
these events may be directed and learning of specific things is 
the expected outcome in both situations. 

Practicujn - an extended period of full-time experience (weeks or months) 
in professional practice during which the student tests and reconstructs 
the theory which he or she has learned and during which expertise is sought. 

The minimum length of time is often specified by a credentialing 
agency but should be sufficient for the student to achieve the 
identified competencies for the practicum period. It provides an 
opportunity for the student to assume major responsibility for the 
full range of duties in a real health care situation under the 
guidance of qualified personnel from the educational institution 
and from the affiliating health care facility or agency. It 
presupposes the learning experiences included in all other pro- 
fessional studies; it is not a substitute for them. It is a more 
complete and concrete learning activity than laboratory and 
clinical education or directed field work. Practicum in most 
situations is a type of internship. 
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Element (of a task) - the smallest step into which it is practical 
to subdivide any work activity without analyzing separate motions, 
movements and mental process involved. 

Task - one or more elements. A task is created whenever human effort, 
physical or mental, is exerted to accomplish a specific purpose. It 
is one of the distinct activities that constitute logical and necessary 
steps for the performance of work by the worker. 

Position - a collection of tasks constituting the total work assignment 
of a single worker. There are as many positions as there are workers in 
the country. 

Job - a group of positions which are identical with respect to their major 
or significant tasks and sufficiently alike to justify their being covered 
by a single analysis and description. There may be one or many persons 
employed in the same job. 
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Cluster - a number of similar entities collected or grouped closely together. 

Cluster of Occupation s - occupations in which a significant proportion of 
the tasks performed are similar enough to enable a given practioner to do 
some of the work of another with very little additional preparation. 

Oooupations Qcmprising the cluster are those requiring the largest 
number of oorrmon elements in such areas as equipment^ Qommuniaations j 
computations J materials^ related information or processes j and 
cognitive and manipulative skills. 

Occupational Competence - includes technical knowledge and skills, 
manipulative skills, communication skills, communication skills, 
human relation skills, work habits, and the ability to solve problems, 
to think independently and to make judgments necessary for satisfactory 
employment in the occupation. 

Career - an occupation for which one engages in special preparatxon and 
for which one seeks employment on a continuing basis. 

Career Ladder - a sequence of promotional steps that link jobs which 
ideally should be related in the same job family. 

The ladder concept permits an employee to build from his or her 
current education and experience in order to advance to the next 
step. It is most probable that promotional lines in dareer ladders 
are not achieved without provision of formal educational programs 
as well as any relevant on-the^-Job training. 

Career Mobility - the availability of opportunities for individiials 
employed in a particular job to move without undue restrictions to: 
1) a similar job available in a different geographical location (geo- 
graphic mobility) ; 2) a job with increased reponsibility within the same 
or similar setting (vertical mobilitj^; or, 3) a job in a related occupation 
which requires similar knowledge and skills (lateral mobility). 
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RECENT ACTIONS OP THE AMA HOUSE OF DELEGATES CONCERNING TERMINOLOGY 

For the information of those who may be interested, the following 
statements have been exerpted from the published "Proceedings of 
the House of Delegates". These selected statements relate to termin- 
ology of interest to allied health personnel and, having been form- 
ally adopted by the House of Delegates, they represent the policy 
of the American Medical Association. 



TERMINOLOGY FOR HEALTH OCCUPATIONS 

November 1970 

HOUSE action: ADOPTED AS FOLLOWS: 

The Council on Health Manpower has been concerned with the lack of uniform 
interpretation within the medical profession and elsewhere of svich terms ni;; 
"allied health sciences," ''allied health professions," "ancillary services,** 
"paramedical personnel" and others, and with the need for more meaningful termi- 
nology for health occupations for future use by the American Medical Association. 
The above-mentioned terms have in the past been used almost interchangeably by 
different groups to designate occupations ranging from a dentist to a nurse's 
aide. 

Within the AMA, specific definitions of such terms have been relatively few 
in niiiaber. In 1926, the House of Delegates approved a report of its Judicial 
Council which defined "allied sciences" as applied to medicine as "those sub- 
divisions of general science that are held by teaching institutions of standing 
and reputation conferring the degree of Doctor of Medicine to have a place in 
the professional education and training of a physician." Members of tliis de- 
fined group were those individuals possessing a Doctorate degree in Physiology, 
Bio-chemistry, Pharmacology, or other area of general science having special 
application to medical education. By implication, House of Delegates action 
in 1958 defined "paramedical personnel" as all personnel who assist and work 
under the supervision of physicians and not as independent agents. In June of 
1969, the House defined "allied health professionals" in terms of their status 
in hospitals, as individuals who "exercise independent judgment within their 
areas of competence, provided that a member of the medical staff shall have 
the ultimate responsibility for patient care," and who "participate directly 
in the management of patients under the general supervision or direction of 
a member of the medical staff." Usage of these and other terms, however, has 
remained inconsistent and lacked uniformity from one group to another. 

The justification for a more rational system of terminology are three-fold. 

The first is the elementary need for a language — specifically, for agreed 
upon designations for general occupational levels within the health field which 
identify the degree of independence and professional skill exercised in provi- 
sion of personal health services at each level — so that more meaningful dia- 
logue can ensue between medicine and other health disciplines as to the roles 
and responsibilities of each. The Council has studied the accepted definitions 
of terms currently in use to designate workers in the health care field, and 
has also discussed possible criteria that would define more accurately differ- 
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ent levels of independence and professional skill exercised in the provision ot 
patient care services. Among such criteria might be: 

(a) The degree to which a health worker is ethically and legally 
accountable to the patient; 

(b) The locus for evaluation of his competence — whether his 
performance is susceptible to evaluation only by his pro- 
fessional peer group or by individuals at a higher level 
of training; 

(c) The locus for accreditation or approval of training programs 
for his occupation; and 

(d) the extent to which his services are provided under the di- 
rection or supervision of an individual at a higher level of 
training. 

It is recognized that application of these or other criteria will not uni- 
formly produce precise, mutually exclusive occupational levels in the health 
fio]<i; in many Instances, dirfercnceH will be those of decree rather than kin<l. 
Nor siiould Lhey bo. LiiLiMitled to produce sucii rigid stratification or C(»mj),-irtmen- 
talization. Tlie "institutionalization** of occupational categories would only 
obstruct the innovation, experimentation and occupational mobility which is vi- 
tal if the health industry is to respond effectively ^to changing service needs. 

In considering this subject, the Council learned that similar activity di- 
rected toward establishing a classification system for health manpower levels 
is being conducted by other national organizations, including the Association 
of Schools of Allied Health Professions and the American Association of Junior 
Colleges. To avoid duplication of effort and possible conflict in suggested 
terminology, the Council plans to coordinate activity with these and other 
groups involved' before recommending definitions for general occupational levels 
within the health field. 

A second compelling justification for improved terminology is the need for 
more precise data on health manpower supply from the standpoint of specific ser- 
vices available ; data which differentiate between the functions and particular 
capabilities of, for example, the "Registered Nurse" in a coronary care unit, 
the R. N, in a home health agency and the R. N. administrator. Generation of such 
data, as a prerequisite for realistic planning to meet future health needs, will 
also require a better language. More precise designations must be developed be- 
tween and within specific health occupations; designations wfiich identify the 
differences in education and experience, sub-fields of the service, patient care 
and/or administrative functions performed, supervisory relationships and other 
variables. To permit full use of computer technology in processing such data, 
the language would ultimately be numerical rather than verbal. The Council en- 
courages continued study by AMA in cooperation with other concerned groups of 
the feasibility of developing such discriminate terminology, adaptable to com- 
puter processing, for use in obtaining more precise data on health services 
available in this country. 

A third and immediate need is for the elimination of obviously outdated 
ter minolog y; specifi cally, the terms **anciUary" and "paramedical." Webster's 
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Third New International Dictionary (Unabridged) gives the following definitions 
of these terms: 

Ancillary ; Subordinate, subsidiary (the main factory and 

^ its plants) : Supplementary (the need for. 

evidence) 



Paramedical ; Concerned with supplementing the work of medi- 
cal personnel : having a secondary relation to 

medicine (technicians and pharmacists are 

. personnel) 

Regardless of the appropriateness of these terras in some instances, their 
accepted connotations are understandably disturbing to many health disciplines 
who have come to merit an increasingly Important role in delivery of care to 
the extent that they are more truly allied with rather than subordinate or 
secondary to medicine in providing health services. 

As noted previously, more discriminate terminology for all types of health 
occupations is needed and the Council plans to continue its efforts in this di- 
rection. 

As an immediate step, however, the Council and the Board of Trustees rec- 
omioend; 

That the terms "ancillary" and "paramedical" no longer 
be used in AMA statements, and that the term "allied" 
be used in their stead» 



LICENSURE OF HEALTH OCCUPATIONS 

November 1970 

HOUSE ACTION: ADOPTED AS FOLLOWS! 

The Board of Trustees* Council on Health Manpower has been concerned for 
some time with the multiple issues and problems involved in present systems of 
official licensure for health occupations. This concern is shared by numerous 
other groups within and outside medicine. Early in 1970, the American Hospital 
A.s.S{Jcintion ost/ibl i shed n Special Committee on Licensure of Jlenlth Personnel 
directed to study problems oC occupational licensure and develop suggestions 
toward resolving these problems. A special meeting of this Committee with the 
Council's Committee on Certification, Registration and Licensure was held in 
July of 1970, to discuss common concerns in this subject and areas where co~ 
operative effort might be helpful. 

Current attempts to increase the supply of health services through more • 
effective and innovative use of allied health workers have given rise to a num- 
ber of paradoxes. On the one hand, there is an acknowledged need for growth in 
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numbers and stature of the allied health professions and occupations., with con- 
comitant professional recognition and economic well-being; yet at the same time 
there is need to avoid the problems of overspecialization and f ractionalizatlon 
of services entailed by occupational licensure systems and the resultcint controls 
on entry into occupations and scope of permissible functions. There Is an obvi- 
ous need to ensure patient safety through requirements that ensure use of ade- 
quately trained personnel — but an equally pressing need for more flexible use 
of manpower to provide health services. 

The limitations and inadequacies of governmental licensing mechanisms for 
health occupations have been extensively discussed and documented in the liter- 
ature and in practice. The purpose of this report is to review briefly some of 
the acknowledged limitations, examine some of the suggested changes in or al- 
ternative approaches to licensing now under consideration or trial, and to 
recommend steps designed to resolve known shortcomings in the system. This 
report reflects in part the discussions held with the American Hospital Asso- 
ciation Special Committee on Licensure of Health Personnel. 

For clarification, a definition of the terms and control systems discussed 
follows this report. 

I. LIMITATIONS OF OCCUPATIONAL LICENSURE 

There seems to be a growing body of opinion that occupational licensure 
has outlived its usefulness as a method of assuring quality health care ser- 
vices * Originally developed as a tool to assure public protection when the 
states assumed responsibility for regulating health professions, licensure 
laws evolved before the explosion in scientific and technological knowledge 
witnessed in the past two decades. The current proliferation of health occu- 
pations seeking licensure and the demand for personnel to provide newly de- 
veloped technical skills brings into question the effectiveness of licensure 
as a mechanism to assure public protection. Official licensure involves the 
establishment and enforcement of minimal standards for entering and remaining 
in the practice of an occupation subject to governmental regulation. The 
standards established by professional groups for the accreditation of training 
programs and the certification of competence in graduates of such programs are 
set at a higher level than those for licensure and are designed to achieve ex- 
cellence. These professional groups work to build curricula, accredit educa- 
tional and training programs and establish their own disciplinary procedures 
to maintain professional standards. 

In addition, while current licensure systems stipulate educational and 
performance requirements for initial entry into an occupation, they provide no 
means for ensuring continuing competence of the licensee; nor, for a number of 
reasons, do periodic relicensure proposals appear to offer a practical mecha- 
nism for ensuring such continued competence. 

Proliferation in mandatory occupational licensure laws tends to foster a 
"craft union*' approach to health care, and may lead to unwarranted increases 
in costs of service . The effects of licensure on costs of health care have not. 
been documented, and more complete cost data should be collected before conclu- 
sions are drawn. Analysis of increased hospital costs, however, offors some 
indication of the effect in terms of salary demands when there is legislative 
recognition of a given health occupation. In addition, if mandatory licensure 
trends continue in the present era of functional and knowledge specialization, 
the time may come when an individual will need four or five licenses co perform 

Q a limited service, with resulting underutilization of personnel, and concomi- 

JC tantly increased cost to the consumer. 
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Current occupational licensure ] g)ws tend to inhibit innovation in tlio. edu" 
cation and use of allied health man^wer^ and restrict the avenues available for 
entry into or ujpward mobility in a health career . Licensure standards, as well 
as the educational prerequisites on which such standards are partly based, in- 
evitably lag behind changing job requirements in any industry evolving as rap- 
idly as that of health care. Irrelevant educational requirements become even 
more firmly entrenched and difficult to change when incorporated inco licensure 
statutes. Present licensure laws for some allied health occupations restrict 
utilization of these individuals by indicating the kinds of tasks they may not 
perform or otherwise imposing limitations on their functions. Existing laws do 
not recognize the experience a health worker acquires, nor a desire for delegation 
of new responsibilities to the employee by the employer. Proliferation of occu- 
pational licensure laws patterned after existing ones would tend lo freeze ex- 
isting classes of allied health personnel into current utilization st.uitlards 
and lead to an unnecessary multiplication of officially recognized classes of 
allied health workers. 

In addition, licensure statutes — and, it should be noted, voluntary 
certification-registration mechanisms as well — usually restrict entry into 
or advancement in a health career to those individuals completing accredited 
educational or training programs • Virtually no recognition in present systems 
is made of past job experience or unorthodox education in granting certifica- 
tion, licensure or advanced educational credit or job placement. 

Licensure of an allied health worker does not, per se, protect tlie physi- 
cian or institution employing that work from liability . Possession of a license 
or certificate by an allied health worker serves as evidence that the possessor 
has acquired the prescribed training, but as the legal record clearly shows, it 
is no guarantee against liability for negligence. Such licensure or certifica- 
tion does not relieve the physician or institutional employer of legal responsi- 
bility for consequences if he knows or should know that the licensed or certified 
assistant is, in fact, not competent to pertorm a particular function. With few 
exceptions, medical practice acts do not prohibit the physician from delegating 
similar functions to an unregistered or unlicensed assistant who is competent to 
perform the functions; nor do they relieve the physician or institutional employer 
of liability solely because only licensed employees are utilized. 

II. EXISTING OR PROPOSED ALTERNATIVES 

A. Peer Certification or Registration 

Certification or registration of the health worker by a professional asso- 
ciation of his peers is an alternative currently in existence which traditionally 
has been used by health occupations to assure professionalism. Such certifica- 
tion is based in the main upon completion of a training program accredited by 
the professional association in conjunction with other groups and upon success- 
ful performance in an examination. Standards for voluntary certification are 
higher than the minimal standards of licensure* A number of the shortcomings of 
occupational licensure, however, have also been attributed to voluntary certifi- 
cation and accreditation mechanisms as well. These include slowness in respond- 
ing to changing service roles; lack of routes to certification or registration 
other than through .completion of formal education programs; duplicative educa- 
tional requirements; restriction of upward and lateral career mobility; and lack 
of a mechanism to assure continuing competence. The AMA, Association of Schools 
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of Allied Health Professions and National Commission on Accrediting are in the 
process of initiatlnij a study of the entire structure of the voluntary accradl- 
tacion process for training programs In allied health fields* The study will 
specifically address itself to issues concerning the relationships between ac- 
creditation, certification and licensure and needed luutual modifications in all 
three functions* 

D* Uniform Licensure Code 

A second alternative » originally proposed by the National Advisory Comnvis- 
sion on Health Manpower, would be the development of a national uniform licens- 
ing code for each category of health manpower requiring licensure to practice, 
i'roponcnts believe that such a uniform code would be preferable to the present 
le>»islaLive Inconsistency among states and would facilitate geographic mobility 
for health care workers. Problems noted with this approach Include a similar 
potential for restricting entry into a field, inapplicability of national stan- 
dards to regional manpower needs ^nd uses, reluctance of states to abrogate their 
licensing authority and the possibility that model codes or statutes might en- 
courage additional proliferation in occupations licensed* Legislative proposals 
introduced recently — S. 2753 (Javlts) and S* 3596 (Yarborough) — call for a 
national study of the problems of licensure, the development of uniform codes 
and other steps to alleviate current problems* S. 3586 specifically calls for 
the Secretary of Health, Education, and Welfare to prepare a report by July 1, 
1971, identifying the major problems of licensure, certification or other ere- 
dentiallng mechanisms for health personnel > and recommending steps to resolve 
such problems. 

C» Institutional and Independent Practitioner Licensing 

Nathan Uershey, LL. B., and others have proposed the concept of state occu- 
pational licensure for Independent practitioners such as physicians, osteopaths, 
podiatrists and dentists, to whom the' public has direct access, and institutional 
licensure -;o control health care personnel who work in an institution. Dependent 
practitioners such as nurses, practical nurses, physical therapists, medical 
technologists and so forth, would be unlicensed per se but would be accountable 
to the employing institution or independent practitioner when working under 
their direction and supervision. The licensed institution or practitioner would 
be accountable in turn to a state agency for the quality of care provided and 
for the appropriate use of such manpower. This concept of employer accountabil- 
ity for personnel working under that employer's supervision or direction seems 
to be workable for the physician as well as for the health care institution* 
Problems may well arise, however, in attempting apply this concept to the 
not Inconsiderable number of allied health personnel employed neither by a phy- 
sician nor a hospital* Included in this group would be individuals working in 
industry, home health agencies, school health program, rehabilitation centers, 
special camps, and the like, as well as those who are self-employed. There are 
also unresolved questions concerning the qualifications and ability of any state 
agency to undertake this licensure and surveillance responsibility, and the dan- 
ger of perpetuating rather than reducing constraints on flexible and innovative 
use of manpower* A variation of this proposal would vest responsibility for ap- 
proval of manpower utilization plans in voluntary rather than governmental state 
agencies, hopefully providing more flexibility in operation. Problems with this 
approach include the political feasibility of such a voluntary agency and the 
amount of authority it would be able to exert. 
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D* State Medical Board ReRistratlon 

A fourth possibility would involve centralizing the approval of training 
programs and registration of graduates in the state medical examining hoards. 
A state board, for example, might be authorized to approve training programs for 
emerging health occupations in that state on the basis of submission of the core 
curriculum, the apprenticeship and a description of the position on the health 
team that prospective trainees would serve. If the program had merit and a need 
for the skills could be shown, the program could be approved and graduates reg- 
istered. If the program was approved when submitted and a need for individuals 
with the particular type of training diminished, the approval could be withdrawn 
without the need for legislative action. This system would prevent the prolif- 
eration of licensed occupations frozen into rigid classes, and might offer as- 
surances comparable to licensure of the potential competence of the practitioners. 
This approach might be workable for new and emerging health occupations sucli as 
the "physician's assistant'*; however, opposition could be expected from those 
health occupations with established credentialing mechanisms, 

E. Increased Public Policy Representation on State Licensing Boards 

Another proposal envisions modifications i;. the present licensure system 
rather than an alternative thereto. In general, the. majority of members of state 
licensing boards are representatives of the occupational group being regulated. 
It has been proposed by some that inclusion of more public policy representation 
on such boards, reflecting the needs of consumers, other health care providers 
and educators as well as the occupational group concerned would ensure greater 
public accountability for board actions. While the majority of membership would 
still belong to the occupation concerned, the addition of members from other 
health professions and well qualified laymen is recommended in order to provide 
checks and balances, help alleviate some of the duplicative educational require- 
ments and functions now characteristic of existing professions, and lessen the 
possibility of arbitrary board decisions on individual applicants. Implementing 
such a proposal may prove difficult, however, in terms of separating public pol- 
icy and competence assessment functions on the individual boards. Possible re- 
sistance from the occupations concerned may be anticipated also. A variation of 
this approach proposes the appointment by the state legislature of a single pub- 
lic advisory committee to consult and provide advice to every licensing board on 
policy matters. 

Other approaches currently under consideration would combine specified ele- 
ments of the above five proposals; would call for specific guidelines for occu- 
pational licensure set at the state level, centralization of all occupational 
licensing in one state agency; or establishment of a national system of certifi- 
cation, with Federal support, to determine minimum qualifications for job related 
clusters of health occupations. 



III. CONCLUSIONS AND RECOMMENDATIONS 

As noted previously, limitations and shortcomings in present credentialing 
mechanisms for health professions and occupations are generally acknowledged. 
Some of these shortcomings appear to be susceptible immediately to correction 
while others may be only partially alleviated on a short-term basis through 
modifications in present credentialing systems. 
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To effect such immediate, short-term alleviations, the Council on Health 
Manpower and the Board recommend : 

(a) That state legislatures be urged to amend state medical 
practice acts to remove any barriers to increased dele- 
gation of tasks to allied health personnel by physicians. 

Such an amendment might be phrased as follows: "Nothing in this 
article shall be so construed as to prohibit service rendered by 
a pliys i cinn* s trained assistant, a registered nurse, or a licensed 
practir.al nurse If such service is rendered under the supervision, 
control, and responsibility of a licensed physician." 

Tlie majority of existing state medical practice acts do not define 
the practice of medicine in terms of specific functions. However, 
tlie amendment of medical practice acts as suggested above would 
codify the physician's recognized right to delegate patient care 
functions to competent personnel consistent with the patient's 
welfare, as well as the delegatee's right to participate in the 
practice of medicine, and might serve to reassure and encourage 
physicians to innovate in the use of manpower. 

(b) That increased study be given to the f eas i bi 1 i ty of es- 
tablishing educational equivalency measures and job 
performance tests as alternative routes to advanced 
educational placement, licensure or certification of 
heal th personnel . 

As noted previously, one characteristic of most health personnel 
credentialing mechanisms is the requirement that an applicant for 
a licensure or certification examination be a graduate, of an ac- 
credited educational program. Such a requirement, while intended 
to ensure that each individual has the basic knowledge and skills 
needed, restricts entry to the graduates of a formal education 
program designed specifically for that occupation. For occupa- 
tions now licensed or certified, state statutory or voluntary 
certification requirement revisions to grant advanced educational 
or job placement to individuals possessing previous educational or 
work experience equivalent to that required in an accredited pro- 
gram should be explored and encouraged where feasible. Accredited 
training programs could grant advanced educational placement based 
on similar criteria. 

(c) That encouragement be given to programs for periodically 
updating the knowledge and skills of currently licensed 
or certified occupations, utilizing such methods as con- 
tinuing education courses, sel f -assessment tests and 
review mechanisms. 

Encouragement has already been given by the House of Delegates to 
programs for maintaining continued physician competence, including 
continuing education and peer review, and to incentives for partic- 
ipation in such programs developed and implemented by the medical 
profession itself. Similar activity should be encouraged for other 
health professions and occupations. 
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It is apparent not only that drawbacks exist with present creden- 
tialing systems for health manpower, but that proposed alternative 
mechanisms need further in-depth study as well, so as to identify 
and resolve potential problem areas and develop a workable overall 
approach cither incorporating the best features of cacli or substi- 
tuting', an entLrciy different mechanism. Mention has already Uocn 
made of study activity currently underway by AMA, the AssociaLion 
of Schools of Allied Health Professions, and the National Corumis- 
sion on Accrediting, and in various sectors of the Federal govern- 
ment; other groups at both national and state level are studying 
specific aspects of the problem. Many of these efforts, however, 
are proceeding independently • At the same time, movement toward 
licensure for additional health occupations in the various states 
has in no way abated; in fact it has increased. Licensure has been 
or is currently being sought in one or more states by over 20 dif- 
ferenct health occupations. The Council believes, and the Board 
concurs, that this trend toward proliferation in classes of occu^ 
pationi> licensed will in the long run work to the detriment of the 

health care employee by limiting his career opportunities, of the 
employer by impeding flexible and efficient use of manpower, of 
the educator by necessitating the offering of many separate yet 
overlapping curriculums, and of the patient by increased costs 
and fragmentation of services. 

In order to forestall perpetuating a system of narrowly defined, legally 
circumscribed health service roles and permit time for coordinated development 
of practical alternatives, the Council and the Board recommend : 

(d) That the House of Delegates call for a nationwide morato- 
rium on licensure of any additional health occupations, 

and that the American Hospital Association and the American 
Public Health Association be encouraged to join in support- 
ing such a moratorium. 

This would essentially be a request for a holding action on licen- 
sure by the states of additional manpower categories until long- 
range solutions are developed, and would not preclude amendment of 
existing licensure laws to permit expanded functions, authorize the 
functioning of new types of workers or increase access to licensure 
or certification for those with other than traditional prerequisites 

(e) That this report and the call for a moratorium be widely 
distributed to state medical, hospital and other profes- 
sional associations, st3;te legislatures and licensing 
boards, educators, emplo,|ers and concerned federal gov 
ernmen t a gene i es . / 
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DEFINITION OF THE WORD ^'PHYSICIAN*' . 

June 1972 

House action: adopted 

The World Health Organization, at its Twenty-Fifth Assembly in May, plans 
to consider a definition of the word "physician" which reads as follows; 

"A physician is a person who, having been regularly admitted to a 
medical school, duly recognized in the country in which it is lo- 
cated, has successfully completed the prescribed course of studies 
In medicine and has acquired the requisite qualifications to be 
legally licensed to practice medicine (comprising prevention, di- 
agnosis, treatment and rehabilitation) , using independent judgment, 
to promote community and individual health." 

The Council of the World Medical Association has requested that the WHO 
delay action on its proposed definition and is recommending that the WMA set 
forth its own definition. 

The Board of Trustees, after considering both the WHO and WMA definitions, 
recommends that the House of Delegates approve the following definition of the 
word "physician": 

"A physician is a person who, having been regularly admitted to a 
medical school duly recognized in the country in which it is lo- 
cated, has successfully completed the prescribed course of studies 
In medicine and has acquired the requisite qualifications to be 
legally licensed to practice medicine-'." 



WORKING DEFINITION OF PHYSICIAN'S ASSISTANT 

November 1970 

HOUSE action: adopted as FOLLOWS; 

The Board of Trustees and its Council on Health Manpower recommend that 
the following be adopted as a working definition of the term "physician's as- 
sistant" or any other term that indicates a new health occupation with quali- 
fications other than those of a licensed physician working in the capacity of 
an assistant to such a physician: 

The physici«in's assistant is a skilled person qualified by 
academic :m<l prnctical training to provide patient services 
under the i^upervlsion and direction of a licensed physician 
who is rp^•p^M^s ihl for tlie porfonnnnco oi" lhr»t msjU Rt;mt . 
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PRIMARY PHYSICIAN'S ASSISTANT (GENERAL I ST) 

November 1971 

HOUSE ACTiaN: ADOPTED . 

At the 1971 Annual Convention, Report B of the Board of Trustees on the 
evaluation of the primary physician's assistant (generalist) was filed with 
the request that the Board reassess its choice of the term generalist in the 
title of these assistants. 

The Board and the Council on Health Manpower have since learned that the 
Advisory Committee on Education for the Allied Health Professions and Services 
of the Council on Medical Education, in developing educational Essentials for 
these assistants, has adopted the term "Assistant to the Primary Care Physi- 
cian." 

This term is acceptable to both the Board and its Council. 



RECOMMENDED DEFINITION OF THE ROLE OF 
A PRIMARY CARE PHYSICIAN 

November 1972 

HOUSE ACTION! ADOPTED AS FOLLOWS: 

The Board of Trustees and the Council on Health Manpower believe that a 
clear definition of primary medical care is needed in order to identify all 
those practitioners who may act as primary care physicians in serving as the 
point of access to primary care in specif ied situations. The Council and Board 
believe that problems of access to health care cannot be completely resolved 
simply by encouraging all individual citizens to have a family physician; also 
needed is a better public awareness that various other specialists actually 
function in providing primary medical care. 

As a first step toward this goal, the Board and the Council recommend that 
the following be adopted as a definition of the role of a primary care physician: 

A physician assumes the role of a primary care physician when the 
patient depends on him for the initial access to and for the pro- 
vision and overall management of his medical care. The same phy- 
sician may not invariably continue in this role, but, by referral, 
another physician may assume it. In any specific health matter, 
the particular physician who accepts a patient for primary care 
should assume continuing supervision of that care* 

This relationship may also be carried out by a group of physicians 
who function in a defined, responsible pattern of medical practice. 
In such a type of practice a single physician, however, should main- 
tain an ongoing relationship with the patient and coordinate his care. 
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PROGRAM FOR NATIONAL CERTIFICATION OF THE ASSISTANT 
TO THE PRIMARY CARE PHYSICIAN 

November 1971 

HOUSE ACTION: FOLLOWING RECOMMEr^ATION CONTAINED IN REPORT B ADOPTED 
AND REMAINDER OF REPORT FILED: 

It Is recommended that the AMA, through its Council on Health 
Manpower, assume a leadership role in developing and sponsor- 
ing a national program for certification of the assistant to 
the primary care physician who functions at the highest level 
of responsibility described by the National Academy of Sciences 
as a "Type A" assistant, 

FOLUOWING RECOMMENDATION RE REPORT B ALSO ADOPTED: 

That a national certification program not operate to eliminate 
existing and traditionally acceptable situations where an in~ 
dividual physician delegates to an employee certain duties for 
which he h^s trained that employee; that the body assigned to 

administer a certification program be named a registry rather 
than a board; that the composition of the Certifying Registry 
emphasize representation of practicing physicians and indi- 
viduals knowledgeable in certification programs; and that, 
when state legislative bill? authorizing physician assistants 
to the primary care physician are considered, the statement 
shoul d be i ncl uded that the pr i mary care phys i ci an shou Id at 
all times be in the active clinical practice of medicine. 

The Council on Health Manpower recently reviewed a proposal for a National 
AMA Program to Certify the Assistant to the Primary Care Physician. The Council 
agreed that such a program which would grant certification on the basis of na- 
tionally validated exanilnations co individuals of both traditional and unortho- 
dox educational background would help to ensure orderly development of the 
physician's assistant concept under medical guidance and thereby help assure 
the maintenance of high standards in the occupation. 

The subcommittee of the Advisory Committee on Education for the Allied 
Health Professions and Services which will draft Essentials of an Approved Edu- 
cational Program for the Assistant to the Primary Care Physician discussed the 
need for and importance of some type of certification as a complement to accred- 
itation, and agreed to support AMA efforts toward development, in collaboration 
with ot'her appropriate medical organizations, of national certification for As- 
sistants to the Primary Care Physician. 

The Board of Trustees approved development of such a program, with appro- 
priate input from other organizations, and submits the following proposal to 
the House of Delegates; 
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PROGRAM FOR NATIONAL CERTIFICATION OF THE 
ASSISTANT TO THE PRIMARY CARE PHYSICIAN 



Background 

The terms accreditation and certification are often used interchangeably 
and are closely related yet different in purpose and procedure. For this rea- 
* son, definition of the two processes is appropriate. 

Broadly speaking, accreditation is a form of regulation or control exer- 
cised over educational institutions and specialized programs by external or- 
ganizations or agencies. The U. S. Office of Education defines accrediting as 
the "process whereby an association or agency grants public recognition to a 
school, institute, college, university, or specialized program of study having 
met certain established evaluation." One of the distinctive features of Amer- 
ican education is that the development and maintenance of educational standards 
have traditionally been the responsibility of non -governmental, voluntary ac- 
crediting agencies . 

Whereas accreditation relates to the evaluation and approval of an educa- 
tional institution or program, certification refers to an evaluation of persons 
meeting qualifications specified by the professional association for the occu- 
pation and is primarily concerned with the competency of individuals to function 
on the job. Like accreditation, certification is largely carried out on a na- 
tional voluntary basis by professional organizations and agencies. 

Licensure may be viewed as a form of certification but one that is unique 
in that it (a) involves government, O) is not optional or voluntary, (c) is 
usually administered at state level, and (d) usually regulates or offers a 
vehicle for the regulation of the activities of the occupation being licensed. 

Depending on the particular profession or occupation being considered, the 
certifying function might rest with the professional association as in the case 
of the dietitians, medical record librarians, occupational therapists and dental 
assistants. On the other hand, certifying agencies may be set up independent of 
the profession being regulated though the profession may have representation in 
the agency. Examples include the Board of Registry of Medical Technologists, 
American Registry of Inhalation Therapists and the American Registry of Radiologic 
Technologists. 

Individuals who meet certain requirements of education, experience and com- 
petency, and who successfully complete the examination given by the certifying 
body, ususally are accorded use of special professional designations • Certifying 
organizations usually maintain lists of all persons certified by them. These 
lists of qualified personnel may be published by either the professional orga- 
nization representing the particular occupation or by the independent registry 
or certifying authority. 

In most health occupations, an applicant must meet three different require- 
ments in order to be certified. The first of these is submission of proof of 
graduation from an approved educational program coupled with some clinical or 
practical experience. The second is the successful completion of a written ex- 
amination administered by the certifying agency itself or by an outside testing 
agency. Membership in the professional association is sometimes a third require- 
Q ment for certification. 
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Today there are more than 200 occupations concerned with patient care, com- 
munity health and environmental health that Call within the conceptual franu'.work 
of allied health* At the present time the AMA is Involved in accrediting educa- 
tonal programs for various levels in ten of these occupations. 

The American Medical Association in December 1970 reconunended adoption of 
the following working definition of the term "physician's assistant": 

•» 

"The physician's assistant is a skilled person qualified by academic 
apd practical training to provide patient services under the super- 
vision and direction of a licensed physician who is responsible for 
• the performance of that assistant," 

In an attempt to further clarify supervisory relationships between the 
physician and physician's assistant, the House of Delegates adopted a report in 
June 1971 opposing use of the term "physician *s associate" to designate a new 
occupation, since "associate" normally implies another physician. 

The mission of a physician's assistant is to provide, under the direction 
and supervision of a licensed physician, selected diagnostic and therapeutic 
tasks, thus permitting the physician to extend his services to a greater popu- 
lation base through the more efficient use of his knowledge, skills and abilities. 
For example, the assistant to the primary care physician works closely with and 
under the direction and supervision of a physician who functions as the source 
of primary care to his patients (family practitioner, internist, pediatrician) • 
Some of the proposed duties of the assistant to the primary care phycician in- 
clude functions now being performed by physicians. 

The assistant to the primary physician Is concerned with patients in all 
medical care settings (the office, the ambulatory clinic, the hospital, the 
patient's home, the extended care facility and the nursing home). His work 
is done under the supervision of a physician who retains responsibility for 
patient care, although the physician need not be physically present at each 
activity of the assistant nor be specifically consulted before each delegated 
task is performed. In addition to the execution of standing orders and routine 
patient care, these tasks include such other diagnostic and therapeutic proce- 
dures as the physician may assign to the assistant after he has demonstrated 
his proficiency and competency. 

The primary physician serves as the point of primary contact nnd is re- 
sponsible for the management of the total and continuing health care of the 
patient, rather than limited or episodic care. The physician's assistant will 
be involved with helping the physician in the total health care of the patient, 
the elements of which include diagnostic services, continuing modical care, 
minor illness and injury, major illness and injury, rehabilitation, health 
maintenance, and community health. 

The best safeguard against incurring liability for the acts of allied med- 
ical personnel under a physician's supervision Is for him to employ only persons 
who are competent to perform and carry out the responsibilities that are dele- 
gated and to make certain that they do not perform procedures that are beyond 
their competency. Licensure of allied medical workers does not relieve the 
physician of responsibility for the negligent acts or omissions of his assis- 
tant while functioning under this supervision. Nor does the responsibility of 
the physician, inherent in his position in the health care situation, absolve 
the allied health professional of all legal responsibility. 
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In the fall of 1970, both the AMA and the American Hospital Association 
issued statements recoTumending a temporary moratorium on the licensure of ad- 
ditional health occupations and are currently collaborating in establishing a 
National Commission for the study of licensure for the allied health occupa- 
tions. The moratorium, however, applies primarily to licensure and does not 
preclude certifying activities on the part of either of the two sponsoring 
organizations. Recently in a report on licensure to Congress, the Secretary 
of the Department of Health, Education i and Welfare recommended a two year 
moratorium on the licensure of additional health occupations. 

Reasons for Physician *s Assistant Certification 

The following specific reasons argue the need for some form of certifica- 
tion: 

1. Programs for training physician support personnel under the rubric of 
"physician's assistants'* are springing up everywhere. Few programs are alike 
— they range anywhere from twelve weeks to five years in duration. Essentials 
for the Assistant to the Primary Care Physician are in the process of being 



PHYSICIANS' ASSISTANTS 



June 1972 

HOUSE action: adopted as foludws and referred to 

COUNCIL ON HEALTH MANPOWER 

RESOLVED , That the House of Delegates of the American Medical Association 
go on record as favoring the use of physicians' assistants by primary physi- 
cians as adjuncts to individual practice where the use of such assistants will 
greatly increase the availability and quality of medical care; and be it further 

RESOLVED , That the House of Delegates further states its approval of the 
use of pediatric, urological and orthopedic assistants and other specialty as- 
sistants trained under guidelines by their respective specialties; and be it 
further 

RESOLVED , That the House of Delegates encourage other specialty groups to 
survey their membership to determine the need for physician assistants in their 
specialty and, if such need is demonstrated, to follow the guidelines laid down 
by the House of Delegates in establishing training programs for them: and be it 
further 

RESOLVED , That the House of Delegates encourages the passage of legisla- 
tion at the state level which would place control of the physicians' assistants 
and physicians utilizing such services under the control of state boards of 
physician licensing* 
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EMPLOYMENT OF PHYSICIANS' ASSISTANTS 

June 1972 

HOUSE ACTIONS ADOPTED AS FOLLWS: 

The Council on Health Manpower has for some time been concerned with the 
potential problems which could arise from the employment of physicians' assis- 
tants by hospitals. The Council believes that direct responsibility to and 
supervision by a physician is a critical element in the safe and effective 
performance of a physician's, assistant. Concern with this subject has also 
b^en evidenced by the American Hospital Association which, in November 1970, 
approved a statement specifying that when a person having the qualifications 
of a physician's assistant is employed by a hospital, he is not then acting 
in the role of a physician's assistant. 

The Council on Health Manpower's "Working Definition of a Physician's 
Assistant," adopted by the House of Delegates in November 1970, favors close 
supervision of the physician's assistant by a physician but does not explic- 
itly oppose employment of a physician's assistant in that capacity by a 
hospital. 

The Board of Trustees and its Council on Health Manpower recommend that 
it be the policy of the American Medical Association that a physician's assis- 
tant not function in that capacity when an employee of and paid by a hospital 
or by a full-time salaried hospital-based physician. 



STATUS AND UTTLIZATION OF NEW OR EXPANDING 
HEALTH PROFESSIONAL IN HOSPITALS 

June 1973 

HOUSE ACTION: ADOPTED AS FOLLOWS; 

The past few years have seen an increased trend toward development of new 
health occupations designed to assist the physician in patient care. There also 
have been efforts to prepare members of established health prof essions, such as 
nursing, to assume expanded medical support roles to the physician in providing 
medical care. To assist the medical staff in regulating the activities of such 
emerging or expanding health professions in hospitals, the following statement 
has been prepared by the Board of Trustees, its Council on Health Manpower and 
Committee on Nursing, and is submitted to the House of Delegates. While similar 
in some respects to "Medical Staff Membership and the Status of Allied Health 
Professionals in Hospitals," adopted by the AMA House of Delegates in June 1969, 
this statement is directed toward the functioning of a different group of in- 
dividuals and is designed to complement the 1969 report, not to replace it. 
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The services of certain new health prof es$:iC)nals, as well as 
those professionals assuaiing an expanded medical service role, 
may be made available for patient care vithin the limits of 
their skills and the scope of their authorized practice. The 
occupations concerned are those whose patient care activities 
involve medical diagnosis and treatment to such an extent that 
they meet the three criteria specified below: 

a. As authorized by the medical staff, they function in 
a newly expanded medical support role to the physician 
in the provision of patient care. 

b. They participate in the management of patients under 
the direct, supervision or direction of a member of the 
medical staff, who is responsible for the patient's 
care. 

c. They make entries on patients' records, including 
progress note forms, only to the extent established 
by the medical staff. 

Thus this statement covers regulation of such categories as 
the new physician-^support occupations generically termed "phy- 
sician *s assistants," ard those allied health professionals 
and nurses functioning in an expanded medical support role. 
It is not intended to cover regulation of nurses and allied 
health professionals performing in their regular and custo- 
mary roles, nor nurse practitioners functioning within the 
legal definition of nursing. 

The hospital governing authority should depend primarily on 
the medical staff to recommend the extent of functions which 
may be delegated to, and services which may be provided by, 

members of these emerging or expanding health professions. To 
carry out this obligation, the following procedures should be 
established in medical staff bylaws: 

a. Application for use of sucli professionals by medical 
staff members must be processed through the credentials 
committee or other medical staff channels in the same 
manner as for medical staff membership and privileges. 

b. The functions delegated to and the services provided 
by such personnel should be considered and specified 
by the medical staff in each instance, and should be 
based upon the individual's professional training, 
experience, and demonstrated competency , and upon the 
physician's capability and competence to supervise 
such an assistant. 

In those cases involving use by the physician of estab- 
lished health prof esisonals functioning in an expanded 
medical support role, the organized medical staff should 
work closely with members of the appropriate discipline 
now employed in an administrative capacity by the hos- 
pital (for example, the director of nursing services) 
In delineating such functions. 
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. MEDICAL^ SCHOOL ADMISSTOfTS 

June 1973 

HOUSE action: adopted as follows: 

RESOLVED , That the American Medical Association go on record as favoring 
a greater use of non-cognitive selection criteria in the admissions process, 
criteria which will measure a student's motivation, social awareness and abil- 
ity to commOnicate with others; and be it further 

RESOLVED , That the American Medical Association promote the expansion of 
admissions committees at medical schools to include individuals qualified to 
assess such criteria; and be it further 

RESOLVED, That the American Medical Association inform the Association 
of American Medical Colleges of its belief that the Medical College Admis- 
sions Test (MCAT) should be revised so as to eliminate such questions as may 
be culturally biased, and to Include sections which measure, where possible, 
the sorts of non-cognitive criteria which admissions conmittees may find 
useful* 



^ PEER REVIEW - GLOSSARY OF TERMS 

November 1971 

HOUSE ACTION: ADOPTED AS FOLLOWS: 



Peer Review ; evaluation by practicing physicians of the quality and 
efficiency of services ordered or performed by other practicing phy- 
sicians. Peer review is the all-inclusive term for medical review 

efforts . Medical practice analysis; inpatient hospital and extended 
care facility utilization review; medical audit; ambulacory care re- 
view; and claims review are all aspects of peer review, 
(adopted June 1971) 

Medical Practice Analysis : a function of the medical society, or 
other organization authorized by the medical society, designed to 
coordinate all peer review efforts of a community. Medical practice 
analysis focuses on the development and application of criteria for 
optimal medical care, and evaluates the individual and collective 
quality, volume and cost of medical care, wherever provided, 
(adopted June 1971) 

Institutional Care Evaluation : peer review to assure the quality of 
medical care provided within a health care institution. 

A function of the medical staff incorporating the concepts of utili- 
^ zation review and medical audit. 

ERIC 



Ambulatory Care Evaluation : peer review to assure the quality of med 
leal care, services, and procedures provided to ambulatory patients. 

A function of the local medical society, or other organization author- 
ized by the medical society. In a geographically defined locality, 
which Incorporates the concepts of utilization review and medical 
audit. 

Utilization Review ; evaluation of the efficient use of professional 
medical care services, procedures, and facilities. 

As a function of the institutional medical staff, utilization review 
would Include analysis of the appropriateness of: admissions, ser- 
vices ordered and provided, length of stay and discharge practices, 
and documentation, both on a current and retrospective basis. 

As a function of the local medical society, or other organization 
authorized by the medical society, utilization review would focus 
on tha appropriateness of diagnostic procedures, therapy, and doc- 
umentation. 

Medical Audit ; retrospective examination of the clinical application 
of medical knowledge, advancing the level of medical care in an insti 
tution or in a community through an educational process. 

Claims Review ; peer evaluation and adjudication of claims questions 
referred for peer review by any party with a valid interest in the 
case. (adopted June 1971) • 
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ACRONYMS AND INITIALS OF SELECTED ORC^NIZATIONS, GROUPS AND PROJECTS 



^GANIZATIONS/ ELEMENTS CONCERNED WITH ALLIED HEALTH EDUCATION 





AARR 




Ajn6ricd.ri AbbocidLion or dioou Do-iiKb 








Ameri can As s oc i a. t i on of Coimnun i ty and Jun ior Co 1 1 egos 








A/nerican Academy of Family Physicians 




A AMA 




American Association of Medical Assistants 




A AMP 




Association of American Medical Colleges 




A AHQ 




American Academy of Orthopaedic Surgeons 




AAP 




American Academy of Pediatrics 




A ADT 




American Association for Respiratory Therapy 








American Associanon or oLare Loiieges ana universiLies 








American Board of Medical Specialties 








American loi lege or Lnes t riiysicians 




APP 




American l«oi lege or rnysicians 




APR 




Amencd.n LtOiiege or Kauioiogy 








- Amencdn 'jOiiege or ourgeons 




ADA 




<viut;xiccin uenLd-i Abbocid-Lion 




AES 




rUllc;! IL.CI1I CL. Ul OCllL. c;UJlcl J. UgX ClUJl± L. ouL.J.v;uy 




AHA 




Amen can nobpi Ld.i Associa xion 








ASbOCld-LlOn rOJT nObpiLd-l l^lSUlCcll CUuCclLlOn 




AMA 




American Medical Association 




AMP A 




American Medical Electroencephalographic Association 


• 


ANA 




American Nurses Association 




AHA 
AUA 




American Optometric Association 




AUKN 




Association of Operating Room Nurses 




AORT 




Mb bUCld L lUn Ur Wpc^XclLUlg ixUUIIl X c;L.illllL.lciJlb 




AHTA 




American Occupational Therapy Association 




ADTA 




Ainerican rnysicdi in.eid.py Absucxdcxon 




AQA 




American oociety or Aneb tueoxoiogib cs 




AC AMD 
AoAnr 




American Society of Allied Health Protessions 

(formerly Association of Schools of Allied Health Professions) 




AOPn 




American Society of Clinical Pathologists 




Aocl 




American Society of Electroencephalographic Technologists 




AoIM 




American Society of Internal Medicine 




A C«^T= 

AbMi 




American Society for Medical Technology 




ASRT 




American Society of Radiologic Technologists 




ATC 




American Thoracic Society 




Al f A 

AUA 




American Urological Association 




pplic 
LLMc 




Coordinating Council on Medical Education 




LIHP 




Coalition of Independent Health Professions 








LiOuncii on ivieuicai cuucduion 








\^V^UiJlL>J. X \JH CMCvtX^dJ. i-} LI ^ CL J. U y *J\J^.^^ L> A. ^ J 




FED 




PfiH^^Tfll nnvpTTtmpnl" Rf^TJT f^Sf^ntal" 1 on 




FRAfHF 




PpHptjiI"! nn RpaioriAl ArrTf^Hi i"i tip Coiwni ssi ons of Hiffher Education 




JCAH 




Joint Commission on Accreditation of Hospitals 




LCCME 




r.iflisnn Pnmmi1"1"p<^ on Pont'imiiTia Mftciiral Fdiiration 




T PPMF 




TiflTQnn PoTTiTni "M" on fiTAHiiAl"f^ Mediral Fdiiration 








T.iflTQn'n PnTrnni'M'^^A On Mpdinal FdiirAl"inn (undergraduate i 




MATTQ 




Mq T nna 1 Aecrkr»TO"i-T r^n n-P TTt^q/^o a nH XAr*Vmi 1 Qr*Viool c 
iNdLlUIldJ. r\bbUCldLlUn UJ. 1 I dU dllU 1 CL.llIlJ.L.d J. 0L.IIUUJ.0 




NCA 




Nati onal Commi ssi on on Accrediting 

l^CA \J 1 ICA X V4 will 111 X. X. W 1 1 \J 11 < A S^Vk W ^ 1 




NHC 




National Health Council 




NLN 




National League for Nursing 




NMA 




National Medical Association 




PUB 




Public - Lay Representation 




USOE 




U. Sa Office of Education 


ERJ.C 


SNM 




Society of Nuclear Medicine 


SNMT 




Society of Nuclear Medicine Technologists 



X 
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CERTIFICATIQN AND REGISTRATION DESIGNATIONS 



ART 

ARIT 

CMA 

CLA(ASCP) 

COTA 
CORT 

CRTT 
CT(ASCP) 

Hr(ASCP) 

LPN 
MD 

MTCASCP) 

Mr(ASCP)BB 

Wr(ASCP)NMr 



Registered Accredited Medical Record Technician 
American Medical Record Association 

Registered Inhalation Therapist (Respiratory Therapist) 
American Registry of Inhalation Therapist, Inc. 

Certified Medical Assistant 

American Association of Medical Assistants 

Certified Laboratory Assistant 

Registry for Medical Technologists 
American Society of Clinical Pathologists 

Certified Occupational Therapy Assistant 
American Occupational Therapy Association 

Certified Operating Room Technician 

Association of Operating Room Technician 

Certified Respiratory Therapy Technician 

American Association for Respiratory Therapy 

Registered Cytotechnologist 

Registry for Medical Technologists 
American Society of Clinical Pathologists 

Registered Histologic Technologist 
Registry for Medical Technologists 
American Society of Clinical Pathologists 

Licensed Practical Nurse 
State licensing board 

Medical Doctor 

State licensing board 

Registered Medical Technologist 

Registry for Medical Technologists 
American Society of Clinical Pathologists 

Registered Specialist in Blood Banking Technology 
Registry for Medical Technologists 
American Society of Clinical Pathologists 

Registered Nuclear Medicine Technologist 
Registry for Medical Technologist 
American Society of Clinical Pathologists 
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OTR - Registered Occupational Therapist 

American Occupational Therapy Association 

PT - Licensed Physical Therapist 

State licensing board 

RN - Licensed (Registered) Nurse 

State licensing board 

RPT - Registered Physical Therapist 

American Registry of Physical Therapists 
American Congress of Physical Medicine and 

Rehabilitation 
(No new persons added to registry after 
December 1971) 

RRA - Registered Medical Record Administrator 

American Medical Record Association 

RT(ARRT) - Registered Radiologic Technologist 

American Registry of Radiologic Technologists 



ERIC 



-34- 



INDEX 



A 

Accreditation 24 

Admissions, Medical Schools 29 

Advisory Conroittee on Education for the Allied 

Health Professions and Services 2, 4 
Affective 9 

Allied Health Personnel 8, 12-14 
Allied Medical Personnel 8 
Ambulatory care evaluation 30 
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Basic Module 9 
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Career 11 
Career ladder 11 
Career mobility 11 
Certification 7, 16, 23, 32 
Claims review 30 
Clinical Education 9 
Clinical Experience 10 
Cluster 11 
Cognitive 9 
Common Module 9 
Competence, occupational 11 
Course 8 
Curriculum 8 

E 

Element (of a task) 11 

Employment of Physician^ s Assistants 27 

Experience, practical 9, 10 

F 

Field Work 9, 10 
H 

Health Services 8 
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Institutional care evalxiation 29 
Instruction 8 



J 

Job 11 



L 

Ladder, career 11 
Licensure 7, 14-20, 26, 32 



M 

Medical audit 30 
Medical practice analysis 29 
Medical school admissions 29 
Medical Services 8 
Mobility, career 11 
Module 9 



0 

Occupational Competence 11 



P 

Panel o£ Consultants 2, 5 
Paramedical 12-14 
Peer review 29 
Physician 21 

Physician's assistant 21-28 
Position 11 
Practicum 10 

Primary Care Physician 22 
Program 9 
Psychomotor 9 



R 

Registration 7, 16, 32 
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S 

Skill 9 

Special Modules 9 



I 

Task 11 
Teaching 8 
Technician 7 
Technologist 7 
Therapist 6 
Therapy 6 

Terminology, importance 4 
Terminology, Subcommittee 5, 4 



U 

Unit 9 

Utilization of health professionals in 

hospitals 27 
Utilization review 30 



